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AbstrAct:   Introduction: Ulcerative colitis (UC) belongs to the group of inflammatory bowel diseases of previously unknown etiology. 
Although UC may occur at any age, the peak of incidence falls between the ages of 20 and 40 and over 65. It is characterized by 
alternating periods of remission and exacerbations that hinder the daily functioning of patients. 
  the aim: The aim of the study was to determine the degree of acceptance of the disease among WZJG patients, depending on 
selected socio-demographic and clinical variables. 
  Material and methods: The study was conducted on a group of 50 patients with confirmed UC, treated at the General and 
Colorectal Surgery Clinic of the Medical University in Lodz, and under the care of a specialist Gastroenterological Outpatient 
Clinic at the University Hospital No. 1 in Łódź. The study was conducted using the own structure questionnaire and the 
Acceptance of Illness Scale (AIS). 
  results: Young people predominated in the study group. The average age of respondents was 38,82. Analysis of the results 
showed a reduced degree of acceptance of the disease among patients in the phase of exacerbation of the disease. The mean 
point score of the AIS scale for the study group was 29,65, which indicates the average level of acceptance of the disease 
among respondents. 
  conclusions: People with higher education, professionally active and treated conservatively, accepted their illness to a better 
extent. The influence of having offspring on better adaptation to the disease has not been demonstrated.
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IntroductIon
Ulcerative colitis (UC) is a kind of inflammatory bowel disease 
involving rectal mucosa, or the rectum with colon, resulting in 
ulcerations in some cases. It is incurable and varies with periods 
of exacerbation and remission.
The disease affects mainly population of highly-developed Europe-
an or North American nations. It can relatively rarely be observed 
in South America, Asia and Africa. It is estimated that morbidi-
ty and incidence in those regions is about 10 times lower than in 
Europe and North America [1,2]. The incidence of UC in Europe 
is approximately 10 new cases per 100,000 people annually [3]. In 
Poland, epidemiology assessment is difficult due to a lack of re-
liable statistics. In Lower Silesia, 840 hospitalizations for UC on 
average are registered annually [4,5]. In UC pathogenesis, genetic, 
environmental and immunologic factors play an important role. 
UC can occur at any age, however, the peak incidence is observed 
between ages 20 and 40 and over 65 [6].
UC is incurable and accompanies the patient through the rest of 
his/her life. It varies with periods of exacerbation and remission, 
which impair everyday activities and lower patient’s quality of life. 
As a consequence, the patient generally feels bad, which is not only 
caused by gastrointestinal symptoms but also by emotional and 
psychological issues [7]. Nowadays, a clear tendency can be ob-
served in medicine to include health and disease-related issues in 
biopsychosocial context, including social and psychological factors 
affecting the course of the disease. The assessment of such factors 
brings up a broader perspective on patient’s health problems [8].
Adjustment to the disease is important in many chronic diseases, 
which demand a change of the patient’s attitude and taking aspects 
such as acceptance of one’s disease into consideration [9]. The term 
‘acceptance’ denotes adopting an opinion, judgment, belief, beha-
vior, favorable attitude or to give a consent [10]. Accepting one’s 
disease means adjusting to limitations posed by it and accepting 
the associated disability. The consequences include accepting the 
limitations, not being self-sufficient, dependence on others and 
low self-esteem [11]. In a chronic and difficult therapeutic pro-
cess, medical staff play the key role, in addition to other patient’s 
support. Bonding with other patients is an important regulating 
factor in the emotional sphere, while psychological counseling can 
turn out beneficial in accepting one’s new difficult life situation. 
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In our study, 50 patients with ulcerative colitis were involved, in-
cluding 20 females and 30 males. The mean age was 38.82. All re-
spondents were adults, their age ranging between 21 and 76. The 
shortest course of the disease was 2 years and the longest was 17 
years. The majority of the interviewees (92%) declared living in a 
city. Many patients (52%) had higher education, 32% secondary 
and 16% vocational degree. More than a half (56%) were profes-
sionally active, 26% were on social benefits due to their inability 
to work, 12% were in training and 6% were on pension. During the 
study, 56% patients experienced an exacerbation, 40% were in re-
mission, and two individuals had a mild form of the disease. Deta-
iled clinical characteristics of the study group are shown in Table 1.
In the study group, the mean AIS score was 29.65 (SD = 7.06), 
which demonstrates medium level of disease acceptance. In this 
group, 6 patients scored 20 points or less, 18 patients – 21 to 30 
points, 26 patients – 31 to 40 points. The highest score was 40, 
and the lowest was 14. The median was 32 points, meaning that 
half of the respondents scored 32 points or less, and the other 
half scored 32 points or more. The first and third quartiles were 
24 and 35.75 points respectively. It means that a typical score was 
24 to 35.75 points.
On further analysis, the acceptance was measured depending on 
the stage of the disease, at which the patients were starting the 
study. The AIS score distribution was non-normal, and thus the 
analysis was conducted using the Mann-Whitney U-test. P < 0.05 
means that the disease acceptance among patients depended on 
the stage of the disease. Among patients with remission, the sco-
re was higher compared to those with exacerbation. The results 
are presented in Table 2.
The statistical analysis showed no correlation between sex and di-
sease acceptance. Also, age was subject to analysis. It has not been 
demonstrated that age affects disease acceptance. The results are 
shown on Charts 1 and 2.
Later, we investigated the influence of educational level and occu-
pational activity on disease acceptance in the study group. Among 
50 patients, only 8 people had vocational education, and so they 
were merged with those with secondary education. It has been 
established that patients with higher education show better di-
sease acceptance than those with secondary or vocational (P < 
0.05) (Chart 3).
In the study group, only 6 patients were in training and 3 on pen-
sion. Those patients were merged with patients on social benefits, 
together forming an ‘unemployed’ group. It has been established 
that disease acceptance level depends on occupational activity. In 
employed patients, it was higher compared to the unemployed. 
The results are graphically shown in Chart 4.
In the next step, the influence of clinical symptoms (both gastro-
intestinal and extraintestinal) and therapy on disease acceptance 
among patients was evaluated. It has been established that clinical 
symptoms did not affect the disease acceptance, but conversely the 
influence of therapy on disease acceptance has been proven. The 
AIS score distribution was non-normal, and therefore the stati-
stical analysis was conducted using the Kruskal-Wallis test. The 
P-value < 0.05 means that the disease acceptance level depended 
on the type of treatment (medical, surgical). In order to answer the 
The aim of the study was to evaluate the acceptance of the disease 
in patients with ulcerative colitis with respect to selected socio-
-demographic and clinical variables.
MAterIAls And Methods
Fifty patients diagnosed with ulcerative colitis residing in Łódź Vo-
ivodeship were included in the study. The group of 25 respondents 
consisted of patients hospitalized at the Department of General and 
Colorectal Surgery, Medical University in Łódź. The remaining 25 
individuals were patients of the Gastroenterology Clinic of the 1st 
University Hospital in Łódź. The enrollment was voluntary and 
anonymous, and the respondents were informed about it before-
hand. The study was commenced in July 2016, after obtaining the 
acceptance by the Bioethical Committee of the Medical Univer-
sity in Łódź (RNN/177/16/KE, June 14th, 2016) and terminated 
on January 31st, 2017. 
In the study, self-constructed questionnaire along with the Accep-
tance of Illness Scale (AIS) adapted by Z. Juczyński were imple-
mented [12]. Our questionnaire covered socio-demographic (sex, 
age, place of stay, education, occupational activity, offspring) and 
clinical data (duration of disease, therapy, additional symptoms).
The acceptance was measured using AIS scale. The scale contains 
8 statements, which reflect negative consequences of the disease 
and regard the following: limitations, being self-sufficient, self-es-
teem, enjoying one’s interests and the patient’s view on other pe-
ople’s perception towards his/her disease. The answer was evalu-
ated on a 5-point Likert scale (1 – absolutely agreed, 5 – absolutely 
disagreed). The sum ranged from 8 to 40 and reflected patient’s 
acceptance level. Low score reflects lack of acceptance, while high 
score is associated with high acceptance of one’s disease. Score 20 
points or less means no or poor acceptance. Score within the ran-
ge of 20 to 30 points reflects medium level of accept, and patients 
scoring over 30 points accept their disease at high level or fully. 
The statistical analysis of quantitative variables (i.e. expressed as 
numbers) was conducted by calculating the mean, standard devia-
tion, median, quartiles, minimal and maximal value.
The analysis of qualitative variables (i.e. not expressed as numbers) 
was conducted by calculating the number and frequency of each 
value. The quantitative values were compared between two groups 
by using Student’s t-test (for variables with normal distribution) 
or Mann-Whitney U-test (for non-normal distribution). Three or 
more groups of variables were compared using the analysis of va-
riance (ANOVA) for normal distribution or Kruskal-Wallis test 
for non-normal distribution. When a difference turned out to be 
statistically significant, the post hoc analysis was conducted with 
either HSD Tukey’s range test (for normal distribution) or Dunn’s 
test (for non-normal distribution). The normality of distribution 
was tested with Shapiro-Wilk test. The significance level was set 
at 0.05. Therefore, all P < 0.05 were interpreted as statistically si-
gnificant. The analysis was carried out with R v. 3.3.2.
results
The collected results were subjected to statistical analysis, proces-
sed and presented in tables and charts.
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tab. I.  Clinical characteristics of the study group.
FeAture n %
Disease activity
Mild 2 4%
Remission 20 40%
Exacerbation 28 56%
Disease impact on work
Yes 11 22%
No 39 78%
Need to change job due to disease
Yes 11 22%
No 39 78%
Disease impact on personal relationships
Very strong 2 4%
Strong 7 14%
Little 15 30%
None 26 52%
Disease impact on family relationships
Very strong 0 0%
Strong 0 0%
Little 21 42%
None 29 58%
Satisfaction with intimate life
Very satisfied 5 10%
Satisfied 22 44%
Neither satisfied nor dissatisfied 21 42%
Dissatisfied 2 4%
Source of knowledge on disease *
TV, Internet 33 66%
Physician, nurse 50 100%
Other patients 5 10%
Books, press 21 42%
Other (university, Internet) 3 6%
Member of association
Yes 3 6%
No 47 94%
Pharmacology *
Sulfasalazine 9 18%
Mesalazine 34 68%
Encorton [hydrocortisone] 18 36%
Metypred [methylprednisolone] 5 10%
Cortiment [budesonide] 9 18%
Budenofalk [budesonide] 3 6%
Infliximab 6 12%
Adalimumab 8 16%
Symptoms *
Perianal fistulas 6 12%
Internal fistulas 4 8%
Anal fissure 4 8%
Abscess 9 18%
Intestinal obstruction 16 32%
Anemia 16 32%
Skin lesions 11 22%
Joint inflammation 11 22%
Iritis 4 8%
None of the above 15 30%
Surgeries due to disease
None 28 56%
1 time 9 18%
2 times 10 20%
3 times 3 6%
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ceptance means that the patient accepts himself/herslef in the role 
of a sick person. The best attitude to the disease is the congruent 
attitude, i.e. when the patient is aware of their disease and beha-
ves rationally, accepts the diagnosis and complies to recommen-
dations, and their perception of the disease converges with their 
physician’s viewpoint [14]. Such an attitude is particularly hard to 
achieve for patients with UC. An important factor in adjusting to 
the new situation is age. Many UC patients are young people, who 
are still in school or just starting their adult lives. Such a diagnosis 
is thus a huge challenge and in order to function normally, they 
should accept it. Many authors emphasize the positive value of di-
sease acceptance, which yields benefits from better psychological 
and physical well-being [15,16,17]. The time needed for complete 
acceptance is individual. Accepting one’s disease by UC patients 
reduces their negative emotions and so raises their quality of life. 
In our study, mean AIS in the study group was 29.65 points, which 
shows that respondents accepted their disease at a medium level.
Our study showed that disease stage strongly affects disease ac-
ceptance, and hence lowers quality of life. Spanish researchers 
question what exactly the relation is like, we performed the post 
hoc analysis. It showed that patients who did not undergo surgical 
treatment better accepted their disease than those operated on 2 
or 3 times. The results are shown in Tables 3 and 4.
The last part of the study was to evaluate the effect of having chil-
dren on patient’s disease acceptance. The AIS score did not show 
normal distribution and therefore was analyzed using the Mann-
-Whitney U-test. For P > 0.05, the acceptance level was not influ-
enced by offspring possession. The results are shown in Table 5.
dIscussIon
Ulcerative colitis is a chronic disease and, as it is incurable, poses 
a serious challenge for the patient and his/her family. Such a dia-
gnosis necessitates changes in everyday life rhythm, and someti-
mes it prohibits previous duties and social roles [13]. An important 
factor affecting life satisfaction in UC patients is patient’s attitude 
towards the disease and correct evaluation of one’s health. Full ac-
tab. I. c.d.  Clinical characteristics of the study group.
FeAture n %
Type of surgery *
Small intestinal resection 4 8%
Large intestinal resection 16 32%
Abscess 11 22%
Inflammatory abdominal pseudotumor 2 4%
Fistulas 6 12%
Other (ilestomy) 3 6%
Total number of patients: N= 50
* The percentages do not sum up to 100%, because it was a multiple-choice question.
tab. II.  Disease stage and level of acceptance.
dIseAse stAGe
AIs [poInts]
n MeAn sd MedIAn MIn. MAx. Q1 Q3
Exacerbation 30 26,93 6,3 28 14 37 22 32,75
Remission 20 33,71 6,23 36,5 18 40 28,75 38
* Mann-Whitney U test
Q1, Q3- quartiles
tab. III.  Prevalence of symptoms and disease acceptance.
syMptoMs
AIs [poInts]
n MeAn sd MedIAn MIn. MAx. Q1 Q3
None 15 31,47 6,86 32 21 40 25 37,5
Present 35 28,87 7,09 29 14 39 23 34,64
* Mann-Whitney U test
Q1, Q3- quartiles
tab. IV.  Surgical treatment and disease acceptance.
leczenIe chIrurGIczne
AIs [poInts]
n MeAn sd MedIAn MIn. MAx. Q1 Q3
None 21 31,63 5,3 32 24 40 28 37
1 9 25,78 8,03 22 18 37 21 36
2-3 13 26,08 7,66 24 14 37 19 33
* Kruskal-Wallis test + post hoc analysis (Dunn’s test)
Q1, Q3- quartiles
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ther study by Bernklev et al. [20], the authors proved that within 
5 years since the diagnosis, 11.7% respondents were unemployed 
due to an illness-related inability to work. Recurrent exacerbations 
result in a long-term or complete inability to work. As a consequ-
ence, the disease reduces patient’s economic status and quality of 
life, which makes accepting the disease even more difficult. Gliń-
ska et al. [13] reported a considerably higher disease acceptance 
among professionally active respondents compared to those on 
social benefits or unemployed.
The acceptance of the disease and quality of life in UC patients is not 
only affected by the type of disease, but also by the time it occurs, 
kind of treatment and comorbidities. Sometimes it is impossible 
for UC patients to avoid surgery. In the study by Bączyk et al. [21], 
it was established that patients with inflammatory bowel disease 
undergoing surgical treatment show low quality of life and accept 
their disease to a lesser extent. Also, the statistical analysis in our 
study showed that patients, in whom surgery was not necessary, 
better accept their disease compared to surgically treated patients.
conclusIons
1.  In the study group, we showed medium level of disease acceptance.
2.  The acceptance was influenced by the stage of the disease. Pa-
tients with exacerbation had lower acceptance.
3.  Patients with higher education, professionally active and receiving 
medical therapy were more inclined to accepting diagnosis of UC.
4.  No significant relationship has been found between sex or age 
and disease acceptance.
Casellas et al. [18] in their study showed that lower quality of life 
can be observed in patients with active disease rather than in tho-
se with remission, which can result from low disease acceptance.
Despite UC involving  all age groups, in majority of cases it affects 
mainly young adults aged 20 to 40. In our study, most respondents 
were young people, mean female age being 38.05 and male – 39.33. 
Glińska et al. [13] in their study established that older patients bet-
ter adapt to living with inflammatory bowel disease. The authors 
explain this phenomenon by a more stable and grounded financial 
situation as well as professional status. Unfortunately, this obse-
rvation has not been confirmed in our study.
In our study, we did not find any relationship between age and di-
sease acceptance. The mean score for males (29.87) was only sli-
ghtly higher than that for females (29.32), without any statistical 
significance. Those results are in accordance with other authors’ 
reports, who did not confirm better disease acceptance by men 
or women [13]. Next, we investigated the influence of education 
level on disease acceptance, and we established that patients with 
higher education better accept their disease. Also, Andrzejewska 
et al. [18] in her study showed better outcomes in disease accep-
ting process in university graduates. Glińska et al. [13] reported 
strong influence of high education level on adequate disease ac-
ceptance as well.
Another socio-demographic factor potentially affecting the di-
sease acceptance in UC patients was their occupational activity. 
Petryszyn et al. [19] in their study reported data indicating that 
in Poland 35% males and 42% females with UC end their profes-
sional life before the retirement age [19]. The authors also noted 
that the inability to work was 2.8 times higher among women and 
2.6 times higher in men compared to their healthy peers. In ano-
tab. V.  Offspring possession and disease acceptance.
chIldren
AIs [poInts]
n MeAn sd MedIAn MIn. MAx. Q1 Q3
Present 29 30,08 6,14 29 18 40 26 35
None 21 29,05 8,29 32 14 39 22 36
* Mann-Whitney U test
Q1, Q3- quartiles
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